State Name: |Towa : ;
Transmittal Number: YA - 18- 0020

OMB Conirol Number: (938-
Expiration date; 10/31/2014

1148

1916
1916A
42 CFR 447.52 through 34

Yes

The state charges cost sharing to all categorically needy (Mandatory Coverage and Options for Coverage) individuals.

Services or Items with the Same Cost Sharing Amount for All Incomes

[ Dollars or

Service or Item Amount [Perceniage Pnit Explanation

$ | |Othe:-

Services or Items with Cost Sharing Ameunts that Vary by Income

Setvice or Item:Drugs

Indicate the income ranges by which the cost sharing amount for this service or item varies.

Incomes Incomes Less Dollars or
Greater than |than or Equal to| Amount  Percentage Unit Explanation
s ls T s
0% FPL 50% FPL 0.00 I Prescription
S5A50% FPL |No upper limit 1.00 " L Copayment charged for each covered drug
§ Tﬂirescrsptmn dispensed,
Service or Item:lEhiropractor services
Indicate the income ranges by which the cost sharing amount for this service or item varies,
Incomes Incomes Less Dollars or
Greater than |than of Equal to| Amount {Percentage Unit Bxplanation
0% FPL 50% FPL 0.00
$ Day
50% FPL No upper Hmit 1.00 b Copayment charged for the total services
$ h # rendered on a given date.

Service or Itcm:‘?_hysical therapy

Indicate the income ranges by which the cost sharing amount for this service or jtem varies.

Tncomes Incomes Less Dollars or
Explanation

(ireater than |than or BEqual to| Amount |Percentage

0% FPL 50% FPL (.00

Copayment charged for the total services

0% FPL Na upper Himit 1.00
rendered on a given date.

Unit
Day
Day

N

Service or ltem]Podiatrist services
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Medicaid Premiums and Cost Sharing

Indicate the income ranges by which the cost sharing amount for this service or item varies.

Unit

Explanation

Incomes Incomes Less Dollars or
Greater than |than or Equal to| Amount  |Percentage
g v
50% FPL 4.00 $ Day
50% FPL No upper limit 1.00 -

$ 1 Day

|

Copayment charged for the total services
rendered on a given date.

Service or Item:lAmbuSance services

Indicate the income ranges by which the cost sharing amount for this service or item varies,

Incomes | Incomes Less Doflars or
Greatet than [than or Equal to] Amount  |Percentage Unit Explanation
100, o T
0% FPL 50% FPL 0.00 3 ] Day
50% FPL No upper limit 20 ‘g " Copayment charged for the total services
$ 1 ay rendered on & given date,

Service or Item: Audiologist services

Iadicate the inconse ratiges by which the cost sharing amount for this service or item varies.

fncomes Incomes Less Daotlars or
Oreater than [than or Equal ol  Amount [Percentage Unit Explanation
0% FPL 50% FPL ¢.00 .
s oy ]
50% FPL No upper limit 2.00 Copayment charged for the total services
$ Day rendered on a given date.

Service or Item:[IHearing ai1d dealer

Indicate the income ranges by which the cost sharing amount for this serviee or ftem varies.

Incomes Tncomes Less Dollars or
Greater than |than ot Equal o] Amount |Percentage Unit Explanation
10% FPL 50% FPL (.00 $ I Day !
150% FPL  |No uppet limit 2.00 ' Copayment charged for the total services
: 5 Day rendered on a given date.

Service or Item:|Medical equipment, appliances, ptosthetic devices, and sickroem supplies

Indicate the income ranges by which the cost sharing amount for this service or ftem varies.

Explanation

fncomes | Incomes Less Dollars or |
Greater than |than or Equal toj  Amocunt [Percenlage] Unit
9 v 50% FPL (.00 ' i
09 FPI % FP 1 g -
50% FPL.  |No upper limit 2.00 5 7]

Copayment charged for the total services
rendered on a given date.

Service or Item:|Optician services

Indicate the income ranges by which the cost sharing amount for this service or item varies,

Transmittal Number: 14-18-0020
Supersedes Transmittal Number: 14-17-6009
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Medicaid Premiums and Cost Sharing

Incomes Incomes Less Dollars or
Greater thap than or Equal to| Aumount  |Percentage Unit Explanation
3.0% FPL 50% FPL (.00
b Day
50% FPL No vpper limit 2.00 Copayment charged for the fotal services
$ Day rendered on & given date.

Service or ltem:|Opiometrist services

]

Indicate the income ranges by which the cost sharing amount for this service or item varies.

Incomes Incomes Less Dotlars or
Greater than {than or Equal to7  Amounf |Percentage Unit ¥xplanafion
0% FPL 50% FPL 0.00 I$ J Day
150% FPL Mo upper Hmit 200 = i Copayment charged for the total services
3 l Day rendersd on a given datz.

Service or ltem:|Orthopedic shoes

indicate the income ranges by which the cost sharing amount for this service or item varies.

i Incomes | Incomes Less Doltars or
Greater than |than or BEqual to] Ameount {Percentage Unit Explanation
=60 94
% FPL 509 FPL 0.00 $ j Day
0% FPL No upper limit 2.00 t . Copayment charged for the total services
$ Day rendered on a given date,

Service or ltem:|Psychologist services

Indicate the Income ranges by which the cost sharing amount for this service or item varies.

Incomes | Incomes Loss Dollars or
Greator than |than or Bqual to] Amount  {Percentagei Unit Explanation
0% FPL 50% FPL 6,00 E Day
50% FPL Ne upper limit 2.G0r_ o Copayment charged for the total services
$ iDay rendered on a given date.

Service or Item: Rehabilitation agency services

Indicate the Income ranges by which the cost sharing amount for this service or item varies,

1,@0;#{; =

Incomes Incomes Less Doliars or
Grreater than |than of Equal fo| Amount  |Percentege Explanation
0% FPL 50% FPL 0.00 3
50% FPL  [No upper limit Copayment charged for the total services

rendered on a given date,

Sarvice or [tem;

Hearing aids

Indicate the income ranges by which the cost sharing amount for this service or ttem varies.

Transmittal Number: 14-18-0020
Supersedes Transmittal Number: IA-17-0009
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Medicaid Premiums and Cost Sharing

Incomes Incomes Less Doliars or
Greater than jthan or Equal o] Amount |Percentage Unit Explanation
% FRLL 30% FPL 0.00
$ Day
0% FPL No upper limit 3.00 = Copayment charged for the total services
§ 1 Day rendered on a given date

i
Service or Ii‘em:{Services rendered in a physician (MD/DO} office visit

Indicate the income ranges by which the cost sharing amount for this service or item varies,

Incomes Incomes Less Dolkars or
Greater than ithan or Equal to;  Amount |Percentage Unit Explanation
0% FPL 50% FPL (4,00
=|50% FPL.  {No upper limit 3.06 Copayment charged for the total services
rendered on & given date,

Service or ftem:|Medicare Part B crossover claims

Indicate tite income ranges by which the cost sharing amount for this service or

item varies,

Incemes Incomes l.ess Dollars or
Greater than |than of Equal to] Amount  {Perceniage Unit Explanation
0, a0, "
% 50% FPL 4.00 Other
50% FPL No upper limit 1.00 Dually eligible (Medicare and Medicaid)
members must meke 2 copayment for each
% Other Medicare Part B (crossover) claim submitted
to Madicaid, for services for which Medicaid
i otherwise collects a copayment.

Service or Hem:iMNon-Emergency use of the ER

Indicate the income ranges by which the cost sharing amount for this service or item varies.

[ Incomes | Incomes Less Dollars o
Greater than |than or Equal to]  Amount  [Percentage Unit Explanation
4] 0, H
10% 50% 0.0 ;[Visit
150%% No upper fimit 3.00 T N Copayment charged for nonemergenay
' g Visit services when provided in & hospital
emergency roon,

Cost Sharing for Non-preferred Drugs Charged to Gtherwise Exempt Individualy

If the state charges cost sharing for non-preferred drugs (entered above), answer the following question:

The state charges cost sharing for non-preferred drugs to otherwise exempt individuals,

Transmittal Number: 14-18-0020
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Medicaid Premiums and Cost Sharing

Cost Sharing for Non-emergency Services Provided in the Hospital Emergency Department Charged to Otherwise
Exempt Individuals

if the state charges cost sharing for non-emergency services provided in the hospital emergency department (entered above), answer
the following guestion:

The state charges cost sharing for non-emergency services provided in the hospital emergency depariment to otherwise No
gxempt individuals,

PRA Disclogure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB coniro! number, The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review Instructions, search existing data
resources, gather the data needed, and complete and review the information collection, If you bave comments concerning the zecuracy of

the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Dfficer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850,
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